Nearly half of the countries in the world are in the process of reforming and strengthening their health care systems. More recently, even low-income and middle-income countries such as Mongolia have focused increasing attention on achieving universal health coverage (UHC). At this critical point, it is necessary to track recent progress and adjust health care strategies and planning. Therefore, this study analyzed changes in the health sector toward achieving UHC based on relevant literature, government documents, and framework analysis. We also investigated how basic principles of UHC were incorporated and reflected in Mongolia's Health Sector Strategic Master Plan. This study clarified the achievements of and challenges facing the health sector that remain or emerged during the plan's implementation over the last decade. Furthermore, all of the reviewed Master Plan strategies were underpinned by basic principles of UHC. However, strategies set out in the next Master Plan will require adjustments and innovative measures to respond to current challenges. This study may be used as a reference for other developing countries to track UHC achievements and serve as a guide to establishing a nation-wide strategic plan. 
Summary
Nearly half of the countries in the world are in the process of reforming and strengthening their health care systems. More recently, even low-income and middle-income countries such as Mongolia have focused increasing attention on achieving universal health coverage (UHC). At this critical point, it is necessary to track recent progress and adjust health care strategies and planning. Therefore, this study analyzed changes in the health sector toward achieving UHC based on relevant literature, government documents, and framework analysis. We also investigated how basic principles of UHC were incorporated and reflected in Mongolia's Health Sector Strategic Master Plan. This study clarified the achievements of and challenges facing the health sector that remain or emerged during the plan's implementation over the last decade. Furthermore, all of the reviewed Master Plan strategies were underpinned by basic principles of UHC. However, strategies set out in the next Master Plan will require adjustments and innovative measures to respond to current challenges. This study may be used as a reference for other developing countries to track UHC achievements and serve as a guide to establishing a nation-wide strategic plan. 1, 2 The premise of UHC is that all people should receive comprehensive and quality health care services that meet their needs without experiencing financial hardship. [1] [2] [3] [4] Several countries have already achieved UHC, including Australia, Canada, China, Japan, and New Zealand. 5, 6 Nearly half of the countries across the world are in the process of reforming and strengthening their health care systems; more recently, even lowincome and middle-income countries (including Mongolia) have focused increased attention on achieving UHC.
3,7,8
| Mongolia and UHC
Mongolia is a Central Asian country with a population of around 3 million people; 28% live in rural areas and 72% in urban/suburban areas. Mongolia's Human Development Index is 0.72%. 9, 10 In the last decade, the Mongolian Government has directed attention to ensuring more equitable, affordable, and high-quality health care services.
Actions toward this are set out in the Health Sector Strategic Master Plan 2006 to 2015 (hereinafter referred to as the Master Plan). The Master Plan was the first sector-wide, national strategic plan to state health sector policy direction, and was approved in 2005, 11 the same year that the World Health Assembly adopted UHC. 3 Countries are required to track progress and adjust health strategies and plans to move toward UHC. 12, 13 Despite the increasing importance of developing the next Master Plan (2019-2026), there has been limited empirical research on changes in the Mongolian health sector during the Master Plan period and application of basic UHC principles 12 that help to identify the path toward UHC. The Mongolian Government determined seven key health sector priorities in the Master Plan to deliver an epidemiologically based package of services to accomplish UHC.
The present study explored the changes implemented in the health sector through the 2005 to 2016 to achieve UHC and examined how basic UHC principles were incorporated and reflected in the Master Plan.
| METHODS
We conducted a literature review including published articles, government reports, and relevant documents (gray literature) to examine changes that occurred in the health sector, and used framework analysis to investigate application of basic UHC principles. 14, 15 Based on this review that covered the Master Plan implementation period, we listed the major changes that occurred and determined the main challenges by each key area of work (KAW).
Data for the framework analysis were obtained from the Ministry of Health, Mongolia. First, we unpacked the seven UHC principles and extracted the core elements. The unpacked principles and extracted core elements were placed on the Y axis, and the seven KAWs were placed on the X axis. Next, the strategies were unpacked and allocated to cells based on whether they were consistent with the core elements of the principles. These data points were then used to develop a matrix to enable understanding of correspondence and corroboration between the seven UHC principles and the Master Plan KAW strategies (Table 1) .
| RESULT 1: HEALTH SECTOR CHANGES AND CHALLENGES
The changes and challenges that remain or emerged during implementation of the Master Plan over the last decade by KAW are briefly examined below. Key health sector events are shown in Figure 1 , providing a chronological sequence.
| Changes in health service delivery
Since early 2002, the government offered "nearly free" primary care in urban and rural settings that was fully funded through the government budget. The "essential and complimentary package" of services set out in the Master Plan was an innovative and fundamental step toward operationalizing and promoting comprehensive UHC implementation.
Children, mothers, and other vulnerable groups (eg, people with disabilities) received added attention via the government's pro-poor national programs. This substantially contributed to improving many health status indicators over the last decade. 16 The development and evolution of the "family health center" system were also gradually and successfully regulated according to the Health Act of 2011. 17 Furthermore, the 2013 Soum (sub-province) Hospital Development Program (Figure 1 ) was implemented under the Rural Health Services Initiative to ensure provision of essential primary health care services through soum health centers. 18 Currently, people in all 329 soums have access to a soum or inter-soum health center, which delivers primary health care services for local catchment populations. ); (2) lack of timely civil registration affects migrants, particularly those moving from rural areas to cities; (3) lack of health insurance; (4) increasing transportation costs; and (5) additional charges for basic commodities. 20 In addition, it is necessary to reform and streamline the entire health management system and its various components, especially for rural areas and their populations. Studies have shown that the current primary health care model in Mongolia is insufficient to sustain UHC. 8, 19 Inadequate institutional and legal environments coupled with low funding contribute to poor performance of family health centers. 21 Strengthening primary care through a functional and regulated referral system, supported by integrated health management to enable efficient use of limited funding, is vital for the next stage of developing primary care and reaching UHC.
| Changes in pharmaceutical and support services
The government adopted a National Drug Policy in 1991 that regulates the procurement, manufacturing, financing, quality assurance, distribution, and appropriate use of drugs across the country. Although the Essential Drug List has been updated several times, with latest update in 2017 (Figure 1 ), the range of drugs on the list is still restricted. The availability of essential generic and trade-name medicines in the public sector was 42.8% and 4.3%, respectively. Even the lowest priced generic medication was 124% that of international reference prices, which highlighted the need to investigate additional costs imposed by suppliers, distributers, wholesalers, retailers, and taxes.
22 Most standard treatment regimens were largely unaffordable. Even if the lowest-priced generics were purchased, it still required an average of 2.6 to 4 days wages for those in the lowest two income quintiles. 22 A previous study suggested the Mongolian pharmaceutical sector "is predominantly dependent on its manufacturing and private business organizations on the 100% privatization of all pharmaceutical wholesalers," 23 which contributes to the high cost of drugs. There are also frequent stock outages and shortages of essential and other medicines and consumables in the public health sector, with this also sometimes experienced in the private sector. 24 When such shortages occur, a patient's family must purchase necessary drugs from private pharmacies with out-of-pocket payment. 24 A government medicine price index needs to be established to monitor prices and improve affordability and availability. 
| Behavioral change and communication
Since 1998, the government has implemented several national programs to encourage and provide health education to the population. These efforts have resulted in a noticeable increase in the information channels and growth of various types and content of information, education, and communication materials. However, a previous study 25 found that most people in Mongolia lack adequate health information and knowledge to enable them to competently monitor their own health and take early action for health-related problems.
In 2010, a national strategy for behavior change and communication, information, and education ( Figure 1 ) and a Health Education Statute were approved by the Ministers of Health and Education, Culture, Science and Sports to address and respond to the current challenges. 26 However, at present, there are no standard materials and curricula available at family health centers on issues other than pregnancy and childbirth. For example, family health centers do not use state funding to conduct health promotion and prevention interventions. 10 Initiatives and activities such as these and similar health services only occur at publicly funded health facilities when there is cooperation and funding from donors, international non-governmental organizations (NGOs) and pharmaceutical companies, with participation of domestic voluntary health workers or international NGOs. 10 Private sector health facilities are primarily businesses and provide minimal health promotion and preventive services. Therefore, a major barrier to behavior change and communication is the lack of regular advocacy and health education activities conducted by doctors and nurses at primary care centers. 26 Furthermore, there have been numerous other challenges, including an absence of systematic regulations, poor collaboration between professional organizations, funding shortages, and difficulties in disseminating materials to remote areas.
In summary, Mongolia must create standardization for information, education, and communication, along with a sustainable health promotion system that is not dependent on international funding sources if it is to continue strategic health education and communication initiatives.
| Changes in quality of care
Since 1998, an initial action toward improving health care service quality in district hospitals of Ulaanbaatar city was appointing a quality manager responsible for overseeing the quality of care in the facilities. 27 However, management of health facility accreditation, which started in 2002, remains weak and is mostly based on reported documentary evidence with limited inspections of the actual facilities. The Master Plan highlighted formal engagement of medical and health-related professional associations and key stakeholders to strengthen delivery of quality health services.
Unfortunately, this quality-of-care strategy and associated actions were not operationalized. The World Bank found that Mongolia's health system was "in disarray, albeit not for lack of money, and the main issues highlighted were low quality of care and high levels of inefficiency." 21 The recently approved health sector policy for 2017 to 2026 strongly reiterates the need to improve quality of care through establishing specialized centers and routine engagement of relevant professional associations (Figure 1 ).
However, implementation of current quality standards and associated guidelines in hospitals has been problematic, as there is no culture of quality-a problem that is compounded by poor interpersonal communication skills among health staff 28 in public and some private hospitals. The collective effect of these factors and the lack of collaboration between professional associations and government agencies are seen as creating a lack of quality of care at all levels.
This has become an urgent public, governmental, and professional concern. Nevertheless 
| Changes in health financing
The National Health Accounts indicted that the total health expenditure in 2014 was 4.73% of the gross domestic product. 20 This is expected to rise to 12% by 2026, according to a new sector policy from the Minister of Health. The population covered by health insurance reached 97.7% as at 2014, as insurance was made mandatory for all Mongolian citizens. 8 However, insurance benefits substantially narrowed amendments in 2006, which shifted payments to only providing inpatient care (Figure 1 ). Moreover, financial protection is inadequate and increasing out-of-pocket payments are a growing public and policy concern. The out-of-pocket share should be <20% of the total health expenditure to sustain UHC, but actual out-of-pocket expenditure was 41% in 2005, and remained high at 40% in 2013. 8 A recent study found that Mongolian consumers are not always aware of their service benefits and copayment obligations, and patients commonly end up paying out-of-pocket costs, even for health care services and medicines that are supposedly covered by health insurance and publicly funded. 8 Around 1.8% of total households were impoverished due to health payments in 2009 and 5.5% of total households experienced catastrophic health expenditure, spending 10% of total household income on health in 2016. 8, 34 Therefore, only high population coverage in Mongolia cannot fulfill successful achievement of the UHC concept of providing comprehensive and acceptable quality health care services. 8 The government has largely worked toward achieving UHC through strategic initiatives, such as establishing and providing capitation-based payment at the primary care level and a reimbursement-based payment system for hospital services, partly using an adapted version of the diagnostic-related group payment system. In addition, a national health financing strategy in 2010 and a long-term strategy for health insurance development in 2013 were approved to tackle issues related to health insurance and benefits for citizens (Figure 1 ). However, these initiatives remain incomplete, and funding resources are fragmented and contradictory among multiple payers; namely the government, health insurance (which is now under the Ministry of Health by a 2017 act of parliament), and out-of-pocket payments. 10 Furthermore, the harsh weather conditions and poor infrastructure mean that most of the health facility budget is not available for beneficiaries because it is used for heating, fuel, and daily maintenance of health facility buildings.
The per capita cost at primary health care centers in the rural soums of Mongolia was USD17, which is low according to the WHO-recommended amount of USD34. 35 The above-mentioned issues require Mongolia to re-examine the current role of citizens' health insurance and redefine its role in moving toward UHC by promoting positive contributing factors and addressing and eliminating identified barriers. it could be financed and implemented using a variety of sources. However, frequent changes in the government and resultant staff turnover severely weakened this mechanism, 10 which eventually defaulted to coordinating donor-funded projects that were not well-integrated with national and international health programs and projects.
In addition, decentralization of national hospital management, with delegation of decision-making rights for hospital management and finance remains incomplete. 36 This took longer than expected in the Master plan because of fears that hospital autonomy may lead to privatization of state hospitals. Recently, institutional development processes have led to evolution of an integrated e-health project, which is being implemented with the support of the World Bank and official governmental development assistance from China and India since 2009. 37 This system reform has been additionally supported since 2011 by the updating and expansion of the Health Information System (Figure 1 ) to include and link with other online information systems (eg, the health statistics system) to collect health status and other morbidity and mortality data. 10 Another aspect of institutional development was the formulation of guidelines and procedures to regulate the expanding private sector. The annual growth of private health care facilities was 6.5% in 2016. 38 The government introduced a Certificate of Need regulation (a legal requirement) in 2013 (Figure 1) , which was later included in the 2016 Health Law amendment. This was intended to regulate duplication and oversupply of private and public services in urban areas and undersupply in rural areas through restricting new establishments on the basis of need-based distribution of private health care facilities. 11, 29 Governance guidelines and operational procedures for this regulation have been developed and approved, and the government now faces the challenge of creating capacity at national and aimag (province) levels to ensure implementation is fair and efficient.
| RESULT 2: APPLICATION OF UHC PRINCIPLES IN THE MASTER PLAN
The framework analysis showed that all seven KAWs incorporated the UHC principles in different ways. Table 2 shows the matrix for the framework analysis and is complemented by narratives explaining and validating the analysis.
1. The UHC availability principle refers to health facilities, programs, human resources, materials, and products. 12 In the Master Plan, KAW 1 (health service delivery) and KAW 7 (institutional development and sector-wide management) incorporated this principle. KAW 5 (human resource development) covered the availability of qualified and sufficient human resources, while KAW 2 (pharmaceutical and support services) strongly incorporated the availability principle of UHC. Health care services at all levels had a pro-poor orientation, with a focus on remote populations in rural areas; these were given the highest priority in the Master Plan. 
Availability Facilities and programs
Health care service delivery, ID, and SWM 1. Further increase coverage, access, and utilization of health care services sector-wide, especially for mothers and children, the poor and other vulnerable groups establishing and approving core indicators for service delivery management. Furthermore, KAW 1 (health service delivery) and KAW 5 (human resource development) were strongly linked, reflecting the core elements of this principle.
5. The UHC adaptability principle refers to considering people's health condition, environment, and personal factors (eg, age, gender, race, lifestyle, and habits). 12 In the Master Plan, KAW 3 (behavior change and communication) and KAW 7 (institutional development and sector-wide management) clearly reveal the incorporation of elements of the adaptability principle by creating a health-promoting environment through community participation and inter-sectoral collaboration, with a particular focus on vulnerable populations and enhancing risk management capacity in the face of natural and manmade disasters.
6. The UHC acceptability principle includes core elements such as service provision for the population, with emphasis on the poor and giving people a choice of providers while enabling their participation in oversight and decision-making in programs and services (community-based and derived health initiatives) that affect them. 12 KAW 3 (behavior change and communication) and KAW 1 (health services delivery) adequately incorporated the core elements of the acceptability principle.
7. The UHC equity principle includes elements geared toward those who may be targets of discrimination for reasons of gender, geographic location, and ethnic, cultural, or socioeconomic status. 12 In the Master Plan, there is no particular KAW labeled "equity," because equity is seen as a cross-cutting aspect of UHC. The main factor behind health inequity in the national context is disparity caused by geographical (urban and rural) differences, because Mongolia has a small population scattered across vast territory. This disparity is compounded by income-related and demographic (nomads vs. settled population) factors. However, all seven KAWs in the Master Plan reflected the core elements of the equity principle to some extent. The Master Plan's top priority was being pro-poor, with a focus on the vulnerable and rural populations.
| DISCUSSION
We recognized two distinguishing features through our analysis of Mongolia's Master Plan, which went beyond the core elements in the UHC principles. First, the Master Plan facilitated the establishment of a sector-wide integrated approach while increasing the focus on pro-poor primary health care. As one system, all levels of health care services are crucial to delivering wide-ranging and integrated health promotion, prevention, curative, rehabilitative, and palliative services to achieve and sustain UHC. 3 Therefore, sustaining UHC required adopting a holistic sector-wide approach to express the principles of UHC, which the framework analysis (see Table 2 ) indicated were fully embedded in the Master Plan.
Second, community participation and engagement were emphasized and addressed in all KAWs in the Master
Plan. In 1978, community participation was formally introduced into the global health arena, and yet "communities"
are still undervalued resources. 39 Community participation has gradually been recognized, and an engaged community is currently seen as an essential protagonist in achieving and sustaining UHC. In all KAWs, the Master Plan adequately included the "community" as primary collaborators and stakeholders, not only as "beneficiaries"
and "consumers" catered to and provided for by health services, but as positive contributors in the wider context of social determinants of health.
| CONCLUSION
Mongolia is in the midst of a crucial period of economic and social development, and is expected to revitalize, deepen, and widen implementation of UHC principles and stay on track in moving toward full UHC. 8 Evidence-based studies covering both theoretical and empirical domains are needed to assist the government and international agencies in reviewing, tracking, and advancing the application of UHC principles through the implementation of a national strategic plan. This paper analyzed the changes and challenges in the health sector in achieving UHC and investigated how the basic UHC principles were incorporated and reflected in the Master Plan. The findings showed that some areas of the Master Plan remain problematic, and stronger commitment, intent, and effort from the government are needed for more complete implementation of some strategic actions.
All strategies in the Master Plan were underpinned by UHC-based policies, and the plan used an approach that was contextualized and built national and local capacity while incorporating and operationalizing UHC. Two distinguishing features of the Master Plan were implementing a sector-wide approach and enabling community participation. These features were derived from the country context with enhancements and should continue to be integrated in developing the forthcoming Health Sector Strategic Master Plan (2019) (2020) (2021) (2022) (2023) (2024) (2025) (2026) . Further policies and plans should continue to include the UHC principles as a foundation, building on the approach already successfully applied in developing the Master Plan. Finally, this study can be used as point of reference for other developing countries in establishing a strategic plan and tracking achievements in implementing UHC.
